before three years of age and at six years of age. The children who had wheezing before three years of age but not at the age of six had diminished airway function (length-adjusted maximal expiratory flow at functional residual capacity [Vmax FRC]) both before the age of one year and at the age of six years, were more likely than the other children to have mothers who smoked but not mothers with asthma, and did not have elevated serum IgE levels or skin-test reactivity. Children who started wheezing in early life and continued to wheeze at the age of six were more likely than the children who never wheezed to have mothers with a history of asthma (P<0.001), to have elevated serum IgE levels (P<0*01), to hospital at a mean age of 14 weeks with proven respiratory syncytial virus (RSV) bronchiolitis and compared them with matched controls. At the age of 10 years 6-2% of the RSV group and 4-5% of the control group were wheezing, bronchial hyperreactivity to exercise and histamine was a little more common in the RSV group (16% versus 5% and 19% versus 6%, respectively) but the prevalence of positive skin tests for allergy was actually less in the group with RSV (15% versus 27%). During the first four years of life 38% of the infants with RSV had repeated episodes of mild wheezing compared with 15% of the controls. Lung function was not measured in infancy in this study which began almost 30 years ago. The conclusion was that RSV bronchiolitis resulted in an acute episode of airways obstruction with repeated milder attacks in some 38% of infants over the early years of life, but did not significantly increase the incidence of true asthma in later childhood even though it left some children with bronchial hyperreactivity. is enhanced by RSV infection'7 '" but, on the whole, it seems that those infants who continue to wheeze after RSV bronchiolitis and also produce IgE are those with a family background of atopy and hence the viral infection may indeed be unmasking latent asthma in such children.
Another problem with any attempt to distinguish between viral bronchiolitis and asthma is that they are both common conditions in early childhood. While it is difficult to obtain reliable data since those infants who require admission to hospital are not representative of the community at large, there have been some community based studies. In the birth cohort study of Martinez et al' 19-9% of infants wheezed only in the first three years. In an earlier publication from Tucson the incidence of bronchiolitis in the first year of life was given as about 20%. '9 In the cohort study of Sporik et al' the incidence of wheezing in early infancy was also about 20%, although their cohort was chosen on the basis of a predisposition to atopy. It may be that respiratory illnesses are particularly prevalent in the Tucson area and that both these estimates are on the high side since earlier community based studies of bronchiolitis from general paediatric practice suggest a much lower incidence of bronchiolitis of 1 3-6% in infants under two years.202' Estimates of prevalence of asthma in childhood range from about 10% to 25%, depending upon how it is defined and the methods used in the survey. 22 good news -the bad news is that I cannot tell them for certain what is the matter with their baby but the good news is that it doesn't really matter. Either the baby has bronchiolitis or post-bronchiolitic wheezing and will in all probability stop having a problem over the next few months, or else the baby really does have asthma and -if not now then over the next few months -will respond very well to the excellent treatments available for childhood asthma until he or she "grows out" of it.
childhood. 
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